INTRODUCTION
Health service access measures are some of the criteria that guarantee health system quality. This is based on the principle that people have the right to use health systems. However, according to the Black Report, 10 morbidity and mortality are higher among individuals who were not qualifi ed or partially qualifi ed for a job. Moreover, those who were not qualifi ed used health services, especially services of a preventive nature, less frequently than the occupational groups. 10 National studies have pointed to socioeconomic, gender and geographic differences in terms of health service utilization. 16 to epidemiological studies performed in the city of Pelotas, Southern Brazil, population groups who most frequently use health services show better indicators related to health care. 4, 5 In addition, the characteristics of the population groups who use these services less frequently have been shown, revealing inequalities in the local health system. 5 Based on epidemiological data, factors that promote and/or hinder access to the health system could be identifi ed, thus contributing to its rationalization and qualifi cation.
The present study aimed to estimate the prevalence of medical visits and also to analyze associated factors.
METHODS
Population-based, cross-sectional study performed between December 1999 and April 2000 with male and female individuals, aged between 20 and 69 years, living in the city of Pelotas urban area.
A project was developed with the Universidade Federal de Pelotas and the Universidade do Vale do Rio dos Sinos (Federal University of Pelotas and Vale do
Rio dos Sinos University), involving multiple outcomes. The sample was calculated, based on estimates of prevalences of different outcomes included in this study, to guarantee 80% power, 5% alpha error, prevalence of events investigated varying between 25% and 75%, and a prevalence ratio of 2.0. The sample was increased by 10% to compensate for losses and refusals, and by other 15% to assure control of confusion factors in the multivariate analysis. Sample size was estimated as 1,800 individuals.
Sampling was carried out in multiple stages; fi rst by conglomerates, when 40 census tracts and 30 homes from each tract were randomly selected. A total of 1,200 families and 1.5 person, aged between 20 and 69 years, were expected to be identifi ed. In each tract, the starting point and block were randomly chosen. After choosing a home, the two homes following it were systematically ignored, and the third one was visited.
A total of 1,145 families (95.4%) were found, of which 55 refused to participate or were not found and thus classifi ed as losses. All family members aged between 20 and 69 years were eligible and interviewed in private. Among the families found, 2,177 people were identifi ed, and 1,968 within the age group studied were interviewed, totaling 9.8% of loss. Women of fertile age who were either pregnant or had delivered a baby in the 12 months preceding the interview, or yet individuals with limitations and inabilities, which cause them to be dependent on someone else to have access to health services, showed very low prevalences and were included in the analysis. In all, 1,962 adults were interviewed.
The instrument employed was a pre-coded, standardized questionnaire, applied by university students from the Universidade Federal de Pelotas who were not aware of the research objectives. Interviewers were trained to apply the questionnaire and take weight, height, and blood pressure measurements.
The outcome assessed was visiting doctors in the previous year, since the interview date. The demographic variables analyzed were as follows: sex, age, ethnicity and marital status.
Life habits assessed were smoking and alcoholic beverage consumption. Smoking was considered as the habit of smoking, classifying individuals as non-smokers, exsmokers, and smokers. Alcoholic beverage consumption was quantifi ed in grams of ethanol consumed per day, considering frequency and type of beverage, and the cut-off point to defi ne abuse was set at 30g/day. 14 To assess nutritional status, the body mass index (BMI) was calculated for each individual, based on weight (kg) and height (m) measurements taken by interviewers. BMI values >25.0 were considered as overweight.
Comorbidity by some chronic, non-communicable diseases was analyzed: diabetes mellitus, systemic arterial hypertension, minor psychiatric disorders and chronic bronchitis. Presence of diabetes mellitus was reported by the interviewee. Arterial blood pressure measurement used was the average from two measurements taken during questionnaire application. Systemic arterial hypertension was defi ned as arterial blood pressure ≥160/95 mmHg (to increase specifi city 17 ), or by means of self-reported antihypertensive medication.
Presence of minor psychiatric disorders was established with the use of the Self Report Questionnaire (SRQ-20), with a cut-off point ≥6 for men and ≥7 for women.
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Chronic bronchitis was determined by the presence of productive cough on most days, for three months or more, for at least two consecutive years.
Interviewees were asked about possible hospitalization in the period of one year prior to interview.
As quality control, simplifi ed questionnaires were reapplied to 10% of the sample. Data were codifi ed in Epi-Info with double-typing.
In the crude analysis, prevalence ratios and 95% confi dence intervals (95% CI) were calculated, and linear tendency and chi-square test were performed when indicated. 3 According to the literature, women use health services more frequently than men do, thus crude and adjusted analyses were stratifi ed by sex. 5, 18, 22 Analyses were made with the SPSS 13.0. software.
Poisson regression was the multivariate analysis performed, using the Stata software, according to a hierarchical model, so that confounding variables were controlled. 2, 23 Variables with a signifi cance level of P≤0.20 in the crude analysis were introduced in the model, and those with a signifi cance level of P<0.05 remained in the model. Figure 1 shows the hierarchical model adopted: socioeconomic and demographic variables were included on the fi rst level; on the second level, life habits and morbidity; on the third level, the variable "hospitalizations in the previous year". Table 1 shows the sample characteristics according to sex.
Class C predominated among both men and women, the majority of them had a per capita family income ≤3 minimum wages per month, and approximately half of them had not completed grades 5 through 8 (G5 -G8) in school. Likewise, among both sexes, the majority were younger than 50 years of age, white, and married or cohabitating. Over half of the men reported they were either smokers or ex-smokers, almost a third consumed alcoholic beverages abusively, and approximately half were overweight. As regards smoking, less than half of the female interviewees reported they were smokers or ex-smokers, 3.8% of them consumed alcohol abusively, and more than half were overweight.
In terms of morbidity, 5.1% of men mentioned diabetes mellitus, 21.4% had arterial hypertension, 21% minor psychiatric disorders, and 4.7% chronic bronchitis. Among women, the presence of minor psychiatric disorders predominated, 5.9% mentioned diabetes mellitus, 25.1% had hypertension, and 4.1% chronic bronchitis. Prevalence of hospitalization among men was 6.3%, whereas among women, 21.7%.
Bivariate analysis showed that the higher the economic class, per capita income and level of education, the more likely men and women were to visit a doctor. These three factors showed signifi cant linear tendency test results (Tables 2 and 3 ).
Men aged between 30 and 39 years were 20% less likely to visit a doctor in the previous 12 months than those aged over 60 years (reference category).
There were no percentage differences of medical visits in terms of ethnic group or marital status ( Table 2) . As regards age among women, effect measures were greater in the 40-to-49-year and 60-to-69-year age groups ( Table 3) . Frequency of medical visits was 9% higher among those classifi ed as white. Marital status analysis showed that widows visited doctors 4% more frequently. In the assessment of male behavioral variables, smoking (p=0.04) and obesity (p=0.001) were associated with medical visits. In terms of female life habits, bivariate analysis showed that smokers were 10% less likely to visit a doctor than those who never smoked. There were no statistically signifi cant differences between alcohol consumption and BMI (Table 3) .
Among morbidities, men who reported diabetes mellitus visited doctors more often. Arterial hypertension, To be continued presence of minor psychiatric disorders and chronic bronchitis did not show statistically signifi cant association with medical visits among men. Only the occurrence of hospitalization in the previous year was signifi cantly associated. Among women, presence of diabetes mellitus and hypertension showed higher prevalences of medical visits. Presence of minor psychiatric disorders and chronic bronchitis were not associated with the outcome (Table 3) . Like men, occurrence of hospitalization in the previous year was related to a higher frequency of visits to doctors (p<0.01).
In the multivariate analysis (Table 2) , men with a per capita family income between 3.01 and six minimum wages per month and those with an income higher than 10.01 minimum wages per month visited doctors more often after adjustment for level of education and age. The effect of age was kept in the 60-to-69-year age group. After adjustment for the income and age variables, individuals who reported they had diabetes mellitus, were overweight or had been hospitalized visited doctors more frequently. Among women, multivariate analysis (Table 3) showed that people with a per capita family income from six minimum wages per month, in the 40-to-49-year and above-60-year age groups, and classifi ed as white visited doctors more often. Women who did not smoke, mentioned diabetes mellitus and arterial hypertension, and had been hospitalized in the previous year showed higher outcome prevalences (Table 3) .
DISCUSSION
The main methodological diffi culty for studies that investigate service utilization is the lack of outcome validation. Studies on health service utilization are subject to imperfections in terms of quality of information provided by interviewees. Some authors point to the diffi culty in validating health service utilization. 8, 15 Despite these limitations, data employed in the analysis originated from a population-based sample, whose make-up in terms of sex and gender was comparable to that found in the city of Pelotas 2000 census, thus confi rming that they are representative.
In this study, prevalence of medical visits in the previous year was high. Among the 1,962 interviewees, 1,395 (70.9%; 95%CI[69.1;73.1]) had visited a doctor in the year prior to interview. Mendonza-Sassi & Beria, 13 in a systematic review on health service utilization, observed that in countries such as the United States, Norway, Ireland, and Brazil the coverage of medical visits during one year reached 60% to 70% of the population. In the city of Pelotas, a study performed in 1992 showed that the utilization coverage in the same age group was 70%. 5 In the city of Rio Grande, Southern Brazil, a population-based, cross-sectional study revealed that 66% of individuals at age 15 or older had visited a doctor in the year prior to interview. To be continued
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Data obtained in this study show that, among both sexes, older people visited doctors more frequently. Travassos et al, 22 while assessing data from the Pesquisa Nacional por Amostra de Domicílios -PNAD (National Household Sample Survey) conducted in 1998, in Brazil, did not fi nd differences in age among women, but observed that, among men, older individuals showed higher frequency of health service utilization. Other authors 5, 12 found an association between older age group and higher frequency of medical visits. Older individuals showed higher prevalence of chronic, noncommunicable diseases that have a greater infl uence on health, requiring more contact with services. 3, 9 The prevalence of medical visits in the population assessed was 9% (95%CI: 1.00;1.18) higher among white women than non-white ones. This fi nding corroborates what was found by Travassos et al, 22 in the PNAD survey conducted in 1998, where a frequency 14% (95%CI: 1.03;1.26) higher of health service utilization by white women was observed. The following studies, also performed in the city of Pelotas, showed that the quality of health care for women classifi ed as nonwhite was worse than that received by white women.
Quadros et al 19 showed that non-white women had less coverage for cytopathological exams and Sclowitz et al 20 revealed low coverage of exams conducted by nonwhite women. Thus, this fi nding identifi es a population group that must be prioritized by health services.
Moreover, among women exclusively, marital status infl uenced the frequency of medical visits: those who were separated visited doctors less often in the period of one year prior to interview. Capilheira & Santos 4 had already observed that in the city of Pelotas, separated women showed a 0.89 prevalence ratio for medical visit presence in the three months preceding assessment.
When the relation between per capita family income and outcome is analyzed, there were higher frequencies of medical visits in the period of one year among women with higher income. Studies have shown lower health service utilization by populations with low socioeconomic level, 12, 16, 22 even though, as already pointed out, these populations have greater need to use health services, 6 thus evidencing inequality. To seek for health equality means to eliminate inequalities systematically associated with underlying social disadvantages or marginalization. The health system has the responsibility to facilitate utilization by those who most need it, reducing the burden of diseases. Thus, health services can be promising locations for policies aimed at equality and interventions to reduce impoverishment, due to health care costs, and to prevent decrease in social class due to diseases. 24 Among men, obesity was associated with a higher frequency of medical visits in the previous year, as observed by Capilheira & Santos. 4 In this study, for both sexes, the diabetes mellitus reference was associated with higher frequency of medical visits. The association between the presence of chronic diseases and higher health service utilization has been reported by other authors. 1 These fi ndings were positive, revealing that people with recognized needs seek health services. 6 Individuals of both sexes, who had been hospitalized, had used health services more frequently. Guerra & Ramos-Cerqueira 7 observed comparable behavior in the city of São Paulo (Southeastern Brazil), with a frequency of hospitalizations 75% higher among individuals with higher prevalences of medical visits in the year prior to interview.
The present study described characteristics of the population that visited doctors during one year. However, the reasons that led these individuals to use health services could not be pinpointed. Some suppositions may justify these differences, such as diffi culty to access these services, self-perception of health, fl awed health care model, and the presence or absence of the family health program. 
